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Y 000 Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
aresult of an annual State Licensure survey
conducted in your facility on 2/17/11. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for 50 Residential Facility
for Groups which provides assisted living ,
Category Il. The census at the time of the survey
was 28. Ten resident files were reviewed and 15
employee files were reviewed.

The facility received a grade of A.

Y 255

449.217(6)(a)(b) Permits - Comply with NAC 446
SS=F

on Food Service

NAC 449.217

6. A residential facility with more than 10
residents must:

(a) Comply with the standards prescribed in
chapter 446 of NAC.

(b) Obtain the necessary permits from the Bureau
of Health Protection Services of the Division.
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If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 255 Continued From page 1 Y 255 y255:
1)  The person working that day in the
Oasis dining room was a Medication Aide filling
This Reguiati . ) in that had been trained, however, it had been
Based gu ablOH 1s .not met a§ evidenced by: several months ago. Due to this lapse in time for
sed on 0 servation, mtgrwevy and record many of the Oasis universal workers that
review on 21 7./11 , the facility failed to ensure the inf \ « in the Oasis kitchen/servi
kitchen complied with the standards of NAC 446 infrequently work in the Oasts [tchen/senee
’ area, we will be having a mandatory re-training
Findings include: for all Oasis universal workers (all caregivers,
. medication aides, and Health Services Director)
1 Critical Violations: on March 10, 2011, at 3:30pm (see attached
‘ Th . meeting notes). This training will be done by the™ |
:érvi: pszsgn n Chl'?rg? of the aS_SiStEd living Executive Chef — Dave Ramsingh. This training |
ot fogd ;acfe?{l] :é:tiﬁeetcljme:f the inspection was will include explanation of a cheat sheet that will i
basic questi an C_°U|d nOF answer be placed on the wall in the Oasis service kitchen |
questions about sanitation, sanitizer i i that will remind th ;
concentrations, or the purpose and use of after the training that will remind them on ;
. sanitizer test strips. sanitation requirements such as hair nets for ;
et those dishing the food (this was implemented on ;
b. Inthe a§sisted living serving kitchen, there was 2-17-11), how to properly mix the sanitizing §
an expgssnve aﬁrnl']ount of bleach in the bucket solution (we do not use any bleach—we use a |
containing ,Sar_".t‘z_'ng Solu_t|on (greater than 200 premixed sanitizer), the use, frequency, and !
Ip%ml)’ (;hde sanitizing solution was in the bucket location of the test strips, etc. 4
tzstesetri seterg'?n;i and there were no s'anitizer 2)  Our FT day and evening universal workers
strips available or used for monitoring the who are respansible for the Oasis dinin |
sanitizer concentration. P & |
room are registered for the next available
2. Cleaning and Sanitation Issues: Serve Safe class through Sysco Foods to be
held on May 10, 2011, The March class is
a. The person serving food from the steam table full. On the next available class following
:-I]‘l the gssmted living serving kitchen did not have the May 10" class, we will register the two
aer hair gfoperly restrained by a hair net or other PT Oasis dining universal workers and the
pproved means. Health Services Director. '
3) Beginning on March 3, 2010, an employee
Severity 2: Scope: 3 from our main k-itchen. will.be delivery the
food to the Oasis service kitchen at every
Y 393 449.226(4)(a)-(c) Safety R . meal and dish up the food for the first 15
SS=F (4)(@)-(c) y Requirements Y 393 minutes of the dining service to assist the
NAC 449.226 assigned universal worker and will serve an
additional quality assurance check point to

assure that hairnets and other sanitation
measure are being complied with
appropriately.

4) Executive Chef, his staff delivering the
meals and dishing the focd, and Health
Services Director will be immediately
responsible for the monitoring and
correction, with assistance/support of
Executive Director. .
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Y 393 Continued From page 2 Y 393
4, Ip a residential facility with more than 10 W ¥393: .
residents: . 1)  The Vigil emergency call system is
E)a)dEaCh res(;dgnt must be provided with, or the W/- supposed to send alerts to the main system
edroom an athroor_n of each resuder_lt must be computer if any of the pull cords are not
equupped with, an auditory system that is working properly; however, this was found
monitored by a member of the staff of the facility. 8 o thy eff t o
(b) An auditory system must be available for use to be not consistently eriective. =1
in the bathroom of each resident of the facility if February 23, 2011, DataPlus, a contracted i
the facility was issued its initial license on or after agent of Vigil, did a full inspection of the
January 14, 1997, so that a resident needing entire system, including each emergency
as§|§tance can alert a member of the staff of the pull cord in all Oasis bathrooms and |
facility of that fact from the toilet and the shower. bedrooms — see attachment #1. As of %
(?‘)tﬁ bfath-r.oom that is Ioca_xted in a common area 5:00pm on February 23, 2011, all pull cords
orthe aCIIIty_ must l.)e equipped with an auditory and pagers were in working condition. One
system that is monitored by a member of the staff laced and dered f
of the facility. pager was replaced and two or ere oran |
emergency back-up and four emergency i
) calls were replaced and two ordered as
back-ups — see attachments #2-10.
2) Beginning in March, 2011, during the last
. ) . week of every month, a system is being
Ehls Regulation is .not met as evidenced by: implemented for the Oasis evening and ;
faﬁiilzzdtgf;r?sbservatt.lon IOl‘l 2/1711, the facility night staff to check all of the pull cords in
triggered au:ijirt?)r?/ ;E?rzsreSponse to3of 5 each Oasis apartment bathroom and
. ) ) bedroom and document the response to
Severity: 2 Scope: 3 assure that they are in working order a»nd
have them fixed/replaced when not. See
Y 936 449.2749(1)(e) Resident file-NRS 441A Y 936 attachment #11. _
SS=E Tuberculosis 3) Our Health Services Director, will be
responsible for training ail Oasis staff on
NAC 449.2749 = March 10, 2011, at 3:00pm on this process
1. A separate file must be maintained for each A/W and for assuring that it is done the last week |
resident of a residential facility and retained for at of every month, monitoring the results, '
:cea.slj( 5 years _after he permanently leaves the providing a copy to the Executive Director, |
aci I_ty. The file mu_st be ke_pt locked in a place and ordering replacement parts as needed. |
that is resistant to fire and is protected against :
unauthorized use. The file must contain all
_records, letters, assessments, medical
information and any other information related to

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 936 Continued From page 3 Y 936 “!
the resident, including without limitation: Y936:
(e) Evidence of compliance with the provisions of 1)  Allthree residents that were not in
chapter 441A of NRS and the regulations adopted compliance with their initial two-step T8
pursuant thereto. test were residents that were in the -
community as independent residents prior
- . . - to licensure. #1 was originally admitted
This Regulation is not met as evidenced by:
Based on record review on 2/17/11, the facility 12/20/05, #3 on 7/01/07, and #10 op |
failed to ensure 3 of 10 residents complied with 11/01/04 - after research, | be“eYe that
NAC 441A.380 regarding tuberculosis testing there was not a clear understanding by the
(Resident #1, #8 and #10). Assisted Living Coordinator (no longer
employed) at that time, of the required .
Severity: 2 Scope: 2 timeframe for existing residents who were

fiving in the independent:living and making
the transition to the assisted living after
licensure on 01/21/10, to get the TB’s "
started within the first five days like a new
admission. Our existing Health Services
Director, voices a clear understanding of
this and has been consistently following the
regulations since she assumed the role
including this responsibility on April 16,
2010. Our community practice is to do the
first insertion within the first 48 hours of
residency. .
2) Health Services Director has immediate
responsibility for this correction; and
Executive Director will have monitoring

responsibility.
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